A standardised management protocol has been developed for the assessment and treatment of adults with acute asthma attending an emergency department. The management protocol consists of an assessment sheet for recording essential features of the history and examination findings and a flow diagram with guidelines for initial management that were based on spirometric recordings. The protocol was introduced at Wellington Hospital in 1986. The effect of this intervention was assessed by analysing emergency department records during the three months before and one year after the introduction of the protocol. The use of the assessment sheet improved history taking and led to the increased use of serial measures of airflow obstruction and improved documentation of follow up arrangements. The provision of management guidelines influenced the emphasis of management, including an increased use of corticosteroids intravenously and more frequent use of an additional dose of nebulised bronchodilator. In the light of the initial experience the protocol has been modified and its use either in an emergency department or in general practice is recommended.
It is important that high standards of care for patients with asthma are established in emergency departments. In New Zealand the emergency department is used increasingly as a primary care facility for the treatment of asthma. ' general practitioners when the patient is discharged from the department.3 In contrast to practice in the United Kingdom, however, respiratory function was measured in most patients and such recordings appeared to influence decisions about management.
In response to these problems we have devised and implemented an assessment and management protocol for the Wellington Hospital emergency department. The aim of the protocol was to provide guidelines for junior staff in the assessment and initial treatment of patients with acute asthma. The essential feature of the plan was the use of spirometric recordings as the basis for decisions on management. In this paper we report the effects of the protocol one year after its introduction.
Methods

THE MANAGEMENT PROTOCOL
The management protocol consisted of an assessment sheet (fig 1) and guidelines for initial management in the form of a flow diagram (fig 2) . The assessment sheet was printed on self carbonising paper. One copy was retained in the emergency department records and the other accompanied the patient, whether he or she was admitted to or discharged from hospital. Medical officers were fully briefed by one of us at an orientation session held before their rotation into the emergency department. During this briefing the rationale for the use of forced expiratory volume in one second (FEV,) as the basis for management decisions was explained, and advice was given about drug administration and the need for consultation with senior staff in difficult cases. ASSESSMENT We carried out a retrospective analysis of emergency department records covering three months at Wellington Hospital (catchment population of 200 000) before (1986) and one year after (1987) the introduction of the protocol. All patients aged 15-70 years presenting to the emergency department with asthma were included in the study. Data on all visits were analysed, including return visits and visits by patients requesting a bronchodilator prescription only. Demographic details, asthma history, examination findings, respiratory function, details of treatment, and evidence of communication with general prac-ASTH MA ASSESSM ENT SHEET The number ofgood comprehensive books on paediatric intensive care is limited, although many paediatricians are concerned to some extent in the care of critically ill children. For this reason the new edition of Pediatric Intensive Care should be welcomed. The list of contributors is very impressive; all but two are from units in North America. Sadly, I found the result disappointing. New sections have been added, which are of considerable interest, but there seems to be little balance in the content and no logical organisation of the text. The original section was concerned with problems of the central nervous system. This is followed by a thought provoking but unacceptably long section on the diagnosis of death and the ethics of intensive care, amounting to 100 pages. The next section, on acute cardiovascular disorders, is also patchy but there is an interesting section on new concepts of sepsis in children. The next chapters are on intensive monitoring and respiratory failure. Again the balance seems odd, with only five pages and seven references on status asthmaticus, compared with 60 pages and 540 references on the adult respiratory distress syndrome. Other sections include trauma, bleeding and clotting disorders, infection, renal and endocrine disorders, gastroenterology, and foreign bodies. Forty pages are devoted to the sudden infant death syndrome and, again, much of this is devoted to the management of the child at home, which seems inappropriate in a book on paediatric intensive care. Finally, there are sections on clinical pharmacology and toxicology and on nursing aspects.
Although I think that this is a book that intensive care units caring for children will wish to have, I suspect that they will be selective in the way they refer to it. They will certainly find some sections disappointing and even rather out ofdate by European standards. This is a book to look at carefully before ordering.-ADM
